IMPORTANCE Substance abuse preventive interventions frequently target middle school students and demonstrate efficacy to prevent early onset and use of alcohol and illicit drugs. However, evidence of sustained results to prevent later patterns of alcohol misuse and more serious alcohol abuse disorders has been lacking, particularly for US Latino populations.
A 2016 US Surgeon General's report identified alcohol and drug misuse and abuse as 1 of America's most pressing public health concerns and called for widespread implementation of evidence-based interventions (EBIs) to prevent early initiation and subsequent misuse in adolescence. 1 Alcohol misuse (ie, underage drinking, frequent drunkenness, and binge drinking) coincides with a variety of risky behaviors in adolescence that carry a significant public health burden, including school dropout, risky sex, intimate partner violence, and drunk driving. 1, 2 Adolescents who initiate drinking early, particularly before age 14 years, also experience more chronic and intensive use and greater risk of developing alcohol use disorders (AUDs). [3] [4] [5] [6] Thus, EBIs for middle school youth are often prioritized in community prevention efforts because they target the developmental period when many youths begin experimenting but before patterns of misuse emerge. [7] [8] [9] Universal EBIs aimed at the general adolescent population 10 are especially appealing because they do not single out or label high-risk individuals, and they also promote bonding to school and community. 11 Randomized clinical trials (RCTs) demonstrate the efficacy of middle school EBIs to reduce risk factors and delay initiation and misuse of tobacco, alcohol, and other drugs up to 2 years later. [12] [13] [14] [15] [16] A few RCTs found sustained effects on alcohol outcomes 5 to 10 years later, indicating that these programs not only prevent the onset and frequency of underage drinking but may also prevent later progression to abuse and dependence. 14, [16] [17] [18] However, sustained effects on alcohol use are not consistently found. 19 Even in RCTs showing longterm reductions in the use of other drugs, adolescent drinking has been resistant to change, [20] [21] [22] [23] [24] with substantial variability across RCTs. 25 Furthermore, although long-term effects on AUDs are often reported for interventions targeted at younger ages when development may be more malleable, [26] [27] [28] effects on AUDs are rarely reported for universal middle school interventions. Thus, the role of middle school EBIs in preventing addiction remains in question. Addressing these gaps, this RCT follow-up examined associations between a middle school intervention and alcohol misuse and AUD 5 years later in a Mexican American sample. 29, 30 Our Mexican American focus is important because several population studies show that Latino adolescents are a highrisk group for alcohol use in the United States, 31, 32 and adolescents of Mexican descent report elevated rates relative to other racial/ethnic groups. 33, 34 Latino disparities are particularly pronounced on 2 patterns of adolescent misuse-early initiation and binge drinking-that elevate risk for long-term negative consequences. 35 Latinos also face culture-specific risks, such as acculturation-associated difficulties, discrimination, economic hardship, and educational inequalities, that may undermine developmental pathways and prevention benefits across adolescence. 36, 37 Culturally adapted EBIs address these risks, yet most have not reported long-term associations with alcohol misuse and disorder. [38] [39] [40] [41] [42] One exception, an RCT of a Latino parent-focused intervention, reported greater reductions in AUD in families receiving care through Familias Unidas compared with standard community care 2 years later. 43 However, this study targeted older delinquent youths (ie, selective vs universal prevention). Although the intervention reduced the percentage of adolescents meeting diagnostic criteria for alcohol dependence, it did not affect alcohol use frequency compared with community care. Study investigators surmised that this lack of effect may have been owing to cultural norms in some Latino communities in which adolescent drinking is socially acceptable and common. 44 Herein we report on the examination of a 5-year follow-up to the RCT of Bridges/Puentes, a combined parent and youth EBI that previously demonstrated efficacy to delay middle school initiation and subsequent experimentation (ie, number of substances tried) in high school. 29, 30 Bridges/ Puentes was informed by several evidence-based practices. First, evidence indicates that combined parent-youth programs may be more effective at producing lasting benefits because they emphasize risk reduction (prevention) as well as positive youth development (promotion) in multiple domains (family, school, and peers). 13, [45] [46] [47] [48] [49] Second, Bridges/ Puentes targeted several key mediators responsible for sustained effects in prior EBIs, 50-52 including parenting practices and family dynamics, youth social-cognitive coping competencies, and school engagement. 29, 30, 53 Finally, Bridges/ Puentes was adapted to address culture-specific risks and promote cultural strengths, consistent with extant EBIs for Latinos. 54, 55 This blend of evidence-based practices and good recruitment rates, retention, and fidelity provided a strong foundation for testing the sustained results of middle school prevention for Latinos. We examined 5-year associations between the intervention and past-year frequency of alcohol use, drunkenness, and binge drinking, as well as on lifetime AUD, and also examined whether these associations were moderated by baseline substance use. We hypothesized that adolescents randomized to Bridges/Puentes would show less frequent alcohol use, drunkenness, and binge drinking and reduced odds of having an AUD compared with those randomized to a control workshop condition. Consistent with evidence that prevention works best for those at higher risk, 11 we hypothesized stronger associations for adolescents who initiated substance use at the baseline assessment.
Key Points
Question Can a universal middle school intervention reduce alcohol misuse and risk for alcohol use disorders for Mexican American adolescents in high school?
Findings In this follow-up of a randomized clinical trial that included 516 Mexican American adolescents, the 9-week middle school intervention significantly reduced the likelihood of an alcohol use disorder 5 years later. The associations of the intervention with the frequency of drinking and drunkenness were significant for early initiators of substance use but not for early abstainers, and the association with binge drinking was not significant for either subgroup.
Meaning Study findings support broad implementation of universal preventive interventions with Latino middle school students to reduce problem drinking in high school.
Methods

Procedures
Participants, Recruitment, and Randomization The sample in the RCT comprised 516 Mexican American youths recruited in the 7th grade from 4 schools in a Southwestern metropolitan area. The Figure shows the CONSORT diagram. All schools had high Hispanic enrollment (69%-82%) and qualified for Title I status. 56 In the RCT, 3 cohorts of Hispanic students were identified and randomly selected from school rosters at the beginning of each school year, with the family's primary language used to select English and Spanish recruitment samples. A parent recruitment telephone call described the intervention to determine interest and fit with the following eligibility criteria: adolescent of Mexican descent was younger than 15 years and enrolled in the target school, at least 1 caregiver of Mexican descent was interested in participating, and the family was willing to be randomized to the 9-week intervention or 1-session workshop. Of eligible families, 593 (62.0%) enrolled and completed pretest interviews. One month before the start of the intervention and workshop conditions, the study methodologist used a random number generator to randomize families that completed pretest interviews and were still eligible. In addition to the outcome of late-adolescent alcohol use and abuse, which was not included in the original RCT, a priori outcomes for the follow-up study that are reported elsewhere 30, 53 include high school grade point average, high school dropout, externalizing behavior problems and disorder, and internalizing symptoms and disorder. Study procedures for the follow-up reported herein were approved by the Arizona State University Office of Research Integrity and Assurance and described previously. The follow-up study protocol is available in the eAppendix in the Supplement. 57 Written informed consent or assent was obtained from the participants. Each participant received $30 per assessment.
Data Collection and Retention
Data collection for the present analyses occurred prior to the intervention (T1) and 5 years after the intervention (T2). Adolescent-and parent-report data were collected through separate in-home, computer-assisted interviews that lasted approximately 2.5 hours, beginning with written informed consent procedures. Interviews were conducted in the participants' preferred language (English or Spanish) by linguistically matched interviewers who were blinded to condition. Questions were read aloud to minimize literacy issues, and responses were entered on the computer. Of the 516 randomized youth, 420 (81.4%) were retained at T2. Retained youth had higher T1 grades, lower rates of T1 substance use, and were more likely to have participated in the Spanish language intervention.
Intervention and Workshop Conditions
Program delivery for the intervention and workshop occurred in the spring semester of 7th grade for each cohort. 29 61 Responses ranged from 0 (0 days in the past year) to 9 (every day in the past year). Lifetime AUD (0, no diagnosis; 1, yes diagnosis) was based on the Diagnostic Interview Schedule for Children, 63,64 a structured diagnostic interview based on DSM-IV criteria that demonstrate moderate to high reliability and validity as well as sensitivity in identifying adolescents with independent medical AUD diagnoses.
65,66
Statistical Analysis
Intent-to-treat analysis, which includes every randomized family regardless of whether they ever attended the intervention, was used. Intervention effects on T2 outcomes were examined with analysis of covariance (ANCOVA) for the continuous variables (past-year alcohol use, binge drinking, and drunkenness) and logistic regression for the binary variable (lifetime AUD) using Mplus, version 7.2 (Muthén & Muthén). 67 The assumptions (eg, random independent samples, normality, homogeneity of variance, and regression slopes) for logistic regression and ANCOVA were examined beforehand and found to be satisfactory except for having mildly skewed data on binge drinking and drunkenness (skewness, 2.53 and 2.14, respectively). Maximum likelihood estimation with robust SEs was used for the binary and nonnormal outcomes, and full information maximum likelihood was used to handle missing data (n = 516). T1 family structure, child's sex, and language group were included in initial models as potential covariates. Covariates that were related to at least 1 T2 outcome (child's sex, family structure, or T1 substance use) were retained in all 4 models. Hypothesized moderated intervention effects by T1 substance use were modeled with an interaction term. Significant interactions were probed to examine how the intervention results varied between youths who had never used any substance (T1 abstainers) and youths who had used at least 1 substance at T1 (T1 initiators). All models were 2-tailed tests with significance set at P < .05.
Results
Descriptive statistics by intervention condition for demographic and T1 study variables are included in Table 1 . No significant differences were found. Of the 420 participants (81.4%) in the T2 evaluation, 215 (51.2%) were girls; mean (SD) age was 17.9 (0.62) years. The upper panel of Table 2 presents main effects of the ANCOVA and logistic regression analyses.
Female sex was associated with less frequent T2 past-year alcohol use, drunkenness, and binge drinking but not lifetime AUD. Living in a 2-parent family was associated with less past-year drunkenness but not past-year alcohol use, binge drinking, or lifetime AUD. T1 substance use was associated with all outcomes. There were no adverse intervention results.
Bridges/Puentes Results in Full Sample
The program's main effect on lifetime AUD at T2 was significant: being in the Bridges/Puentes intervention condition was associated with a lower likelihood of a lifetime diagnosis of AUD than the control condition. Control group participants were approximately 2.5 times more likely to experience a lifetime AUD by T2 than Bridges/Puentes participants (odds ratio, 0.39; 95% CI, 0.16-0.99), with 12 of 139 control group participants (8.6%) and 10 of 254 Bridges/Puentes intervention participants (3.9%) qualifying for a diagnosis.
Bridges/Puentes Results in High-Risk Youth
The association with past-year frequency of alcohol use, binge drinking, and drunkenness was conditioned by T1 substance use. The lower panel of Table 2 reports the results of ANCOVA and logistic regression for the moderation effect models. T1 substance use significantly moderated intervention results for all 3 past-year drinking outcomes. Among T1 initiators, the intervention was associated with less frequent alcohol use (β = −.51; SE, 0.24; t = 2.07; P = .04) and drunkenness (β = −.51; SE, 0.26; t =1. 97;P = .049) at T2, whereas among T1 abstainers, the association of the intervention with frequency of alcohol use (β = .10; SE, 0.20; P = .61) and drunkenness (β = .09; SE, 0.17; P = .61) was nonsignificant. For past-year binge drinking, results did not reach significance of P ≤ .05 among T1 abstainers (β = .23; SE, 0.14; P = .11) or T1 initiators (β = −.40; SE, 0.23; P = .09). Adjusted means and effect sizes for the moderated effects can be found in Table 3 .
Discussion
Substance abuse preventive interventions implemented in early adolescence and before the need for treatment are widely advocated for their potential to delay initiation and reduce progression from use to abuse. 1 Adding to the limited evidence directly supporting this potential, the present study offered evidence that a universal middle school intervention reduced alcohol misuse and disorder diagnosis in late adolescence, when most youths were in their senior year of high school. Whereas an association between the intervention and lifetime AUD emerged for the full sample irrespective of baseline substance use, the associations with pastyear drinking and drunkenness were significant only for youth who had initiated substance use at the baseline assessment. Association with binge drinking varied between early abstainers and initiators but was not significant for either subgroup. Adolescents randomized to Bridges/Puentes showed a 2.5-fold decrease in lifetime AUD, offering novel findings for a universal middle school intervention. Such findings are consistent with reviews concluding that the most promising EBIs are those that simultaneously increase youth resilience, promote effective parenting and family relationships, and include a focus on the school environment. 46 high-risk sample, we conclude that culturally adapted family EBIs are beneficial in preventing more severe alcoholassociated problems of abuse and dependence and should be prioritized for large-scale implementation in Latino communities. Sustained effects on alcohol use frequency and other indicators of misuse have been shown previously in middle school RCTs, particularly for combined parent-youth programs. However, prior findings have been mixed. Many EBIs that reduced alcohol use in the short term subsequently failed to show sustained benefits in high school when social norms favor frequent and excessive drinking, perhaps because the studies did not examine differential effects among higher-risk youths. Statistics show that early introduction of substance use increases the risk of dependence, presumably because early initiators are exposed to biological and environmental risks associated with early onset and later addiction. Early use also leads to neurologic changes during a vulnerable time of brain development that drive transition from occasional use to chronic misuse. [71] [72] [73] Many of these processes unfold through pathways targeted by Bridges/Puentes, for example, by affecting judgment, school engagement, and exposure to peer environments that reward risk-taking. [74] [75] [76] [77] We found that the intervention reduced the frequency of drinking and drunkenness but only for early initiators. These findings show that the youths who need intervention the most are benefitting. However, we did not find 5-year associations with binge drinking, perhaps because social norms favoring binge drinking may be difficult to change among Latinos. 43 However, because epidemiologic trends show that binge drinking is most prevalent somewhat later in young adulthood, 78 longer follow-up may be needed to fully evaluate any associations with binge drinking. It could be argued that the reduced benefits for lowerrisk youths might indicate that EBIs are less relevant for this subgroup and that targeted (ie, selective or indicated) 10 interventions should be prioritized. However, the totality of benefits shown for Bridges/Puentes offers an important context for evaluating the public health significance of a universal approach. Bridges/Puentes was marketed in Title 1 schools to promote school success and demonstrated multiple benefits for Latino youths and their families, including increased school engagement that subsequently accounted for lower rates of school dropout. 29, 30, 53, 79, 80 Findings herein on alcohol misuse and disorder combine with these previous findings to illustrate how universal programs can address a wide range of public health needs and, concurrently, reach higher-risk youth and families that may be more willing to enroll in nontargeted programs.
46,47
Limitations Although low base rates of a disorder are a challenge in universal prevention trials, the moderate effect sizes for AUD in the RCT enabled us to detect associations with only 22 diagnosed cases (5.5% of the sample). However, power to test whether the intervention had stronger associations with disorder diagnoses for early initiators was limited and would have been strengthened by a larger sample, oversampling of high-risk youth, or longer follow-up when disorder rates would be higher. Despite favorable ratings indicating that the workshop condition served as a valid control, differences in program length cannot be ruled out as a contributing factor. Our Mexican American focus supported culturally tailored program delivery and addressed the gap in research with this subpopulation. However, this focus limits generalizability to other populations. The study also was limited to urban schools with high Hispanic enrollment and to families willing to enroll, which likely affects implementation processes and outcomes. Tests of effectiveness and implementation are needed to understand how the program would work across diverse schools and delivery settings. 
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eAppendix. Follow-up Study Protocol Statistical Analysis Plan for Testing Intervention Effects on Alcohol Outcomes
Intent-to-treat analysis will be employed to examine intervention effects on alcohol outcomes at the five-year follow-up. Baseline equivalence of the intervention groups will be tested using t-statistics for continuous measures and 2 tests for categorical variables. Intervention effects for continuous measures (e.g., frequency of past year alcohol use, binge drinking, and drunkenness) will be tested with analysis of covariance (ANCOVA). For dichotomous measures (e.g., lifetime alcohol use disorder), logistic regression will be used. Baseline measures of family structure, gender, and language group will be included as potential covariates. Covariates that are not related to any outcome will be excluded from the final model. Of primary interest are the effects of group membership and the interaction between group and baseline substance use. In models where the interaction is not significant, the model will be reassessed without the interaction term. In instance where the interaction is significant, follow-up analyses will be conducted to probe how the intervention effect varied between youths who had never used any substance (T1 abstainers) and the youths who had used at least one substance at T1 (T1 initiators). All hypothesis will be conducted using 2-tailed test with = .05. Primary ANCOVA and logistic regression analyses will be conducted in Mplus using full information maximum likelihood (FIML) to handle missing data and maximum likelihood estimation with robust standard errors will be used for the binary and non-normal outcomes.
Description of the Intervention and Control Conditions
This online supplemental material describes the overarching theory of the intervention, the intervention components, and the intervention strategies employed in Bridges. This supplement also provides information about the implementation of the intervention in participating schools, strategies used to maximize fidelity and quality of implementation, a description of the workshop control condition, and program satisfaction ratings for both the intervention and workshop conditions.
Theory and Empirical Evidence Informing Bridges
Bridges was broadly informed by ecodevelopmental systems, risk and protective factor, and developmental cascade theoretical frameworks. Ecodevelopmental theories 1, 2 explain how processes within and across multiple contextual levels (e.g., families, neighborhoods, schools) operate together to influence children's development in high-risk contexts, such as low-income communities, and the pathways through which they lead to disparities in risk-taking, mental health, educational attainment and long-term life outcomes for youths in these communities. This framework also recognizes the pervasive role of culture and cultural factors, such as immigration, acculturation, and discrimination, in shaping the developmental contexts and adaptation of Latino youths in the U.S. 2 For example, Latino youths in poor communities have greater exposure to poverty-related disruptions in parenting and family functioning, uncontrollable stressors that challenge their coping abilities, and exposure to peer social norms that encourage drinking. [3] [4] [5] [6] They also must envision future possibilities in a context of unstable employment and low wage jobs, negative stereotypes, and limited pathways to higher education (particularly for those that are undocumented). 7 Resulting patterns of risk-taking behavior and school disengagement have been shown, in turn, to predict multiple problem outcomes across adolescence, including increased risk for early initiation of drugs and alcohol and later transition to abuse and dependence. [8] [9] [10] [11] [12] Derived from epidemiology 13 , the risk and protective factor framework identifies the specific risk conditions and competencies that increase or decrease that probability that children and adolescents will manifest such problems, with a particular interest in identifying "modifiable" processes that can be altered through intervention. 9 Ecodevelopmental and risk and protective factor frameworks have been combined into cascading pathway models that explain how these processes produce broad or cascading effects across domains of functioning at later developmental stages. 11, 14 Intervention that strengthen youth and family competencies in middle school can thus disrupt or alter risky developmental trajectories to impact multiple outcomes later in life, such as later risk for alcohol abuse, and may be more impactful in the long term than interventions that narrowly target youth drinking or drug use. [15] [16] [17] Drawing on these theoretical perspectives, the Bridges intervention targeted the four "modifiable" processes shown in Figure 1 ,Box A: (1) youth coping and self-regulation, (2) youth school engagement, (3) effective parenting practices, and (4) family relationships. Our prior analyses showed that Bridges significantly modified these competencies in middle school and, in so doing, reduced substance use initiation, problems in school, and mental health symptoms in early-to mid-adolescence (7 th and 8 th grade), as well as later rates of substance use experimentation (number of drugs ever tried) and school dropout in high school (12 th grade assessment). These findings have been reported previously. 4, 18 In the current study, we specifically hypothesized that long-term intervention effects would also be shown on levels of alcohol misuse and risk for alcohol use disorders at the 12 th grade assessment, consistent with our ecodevelopmental theory of cascading effects over time.
Bridges Intervention Components
Bridges /Puentes employed three integrated components that have been previously described: 19 (1) an adolescent coping intervention, (2) a parenting intervention, and (3) a family strengthening intervention. Components were delivered in the family's preferred language (English or Spanish) through 9 weekly evening group sessions at the adolescents' schools and 2 home visits (pre-intervention and mid-program). Each session included separate simultaneous 1.25 hour groups for adolescents and parents followed by a .75-hour conjoint family session. All components were designed and adapted to optimize cultural competence.
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Adolescent sessions. This component was designed to increase adolescents' coping and self-regulation (skills and efficacy), and adolescents' school engagement. In addition, it aimed to increase positive family relations by emphasizing strong family connections and respect as sources of resilience. Each session used participantcentered, active learning strategies 21 to teach a range of social-cognitive coping skills to manage family, school, peer, and culturally-linked stressors, including situations involving risk-taking and pressures to drink. Skills were taught using methods to increase efficacy through skills practice, opportunities to address problems with implementation, and group leader feedback to promote growth mindset.
22, 23 Specific coping skills included active coping strategies adapted from other efficacious coping, social competence and cognitive problem-solving skills training programs; [24] [25] [26] as well as emotion awareness, emotion focused coping, and cognitive reframing techniques shown to be effective in reducing depressive symptoms. 27, 28 To increase academic engagement, adolescents explored desired future selves to counteract group-based stereotypes 29 and practiced self-regulatory strategies to pursue academic goals success. 30 Weekly group meetings also provided an avenue for increased attachment to school and peer support for achievement.
Parent sessions. This component was designed to increase: 1) parents' use of effective parenting practices, 2) positive family bonds and relationships, and 3) parents' promotion of school engagement. The intervention employed active listening and a four-stage skills training strategy (skill Description, Modeling, in-session and home Practice, and Feedback) similar to other interventions that have been effective in preventing adolescent social, emotional and behavioral problems: 31, 32 Three parenting domains were specifically targeted: supportive parenting (listening skills to strengthen parental responsiveness and support, and positive reinforcement to promote youth effort and positive development), appropriate discipline (clear rules and consistent consequences to provide structure and to minimize harsh parenting), and adequate monitoring (to provide ongoing supervision of academic progress and to limit adolescents' unsupervised interactions with deviant peers). 33 Family relationships and cohesion were strengthened through the supportive parenting skills mentioned above, strengthening the co-parenting alliance in two-parent households, and emphasizing the importance of interparental cooperation and support. The intervention also sought to decrease parent-adolescent conflict through consistent discipline and self-calming strategies to avoid escalating coercive interactions. To enhance academic engagement, the intervention aimed to increase parents' understanding of teachers' expectations about student engagement, improve parent-teacher communication through modeling and role-play of skills, and increase parental behaviors associated with greater school success (e.g., monitoring academic performance, encouraging academic goals and persistence). All skills were presented in a group format in which parents could support one another and benefit from discussions with other parents encountering similar circumstances. Skill enhancement strategies included opportunities to address problems with implementation, handouts to remind parents to use the skills, and group leaders' attributing change to parent efforts.
34
Family sessions. Modeled on the format of the Family Strengthening Program, 35 this component was designed to increase family cohesion, and provide opportunities for families to practice skills taught in the adolescent and parent components. Increasing family cohesion was addressed through activities designed to maximize parents' and adolescents' mutual enjoyment and understanding of one another. Each session also provided structured opportunities to strengthen skills learned in the adolescent and parent sessions and to depict these skills as ways of maintaining family connection and respect, consistent with core Latino family values. 36 For example, parents practiced effective listening skills, expressed hopes and expectations for their children, and communicated pride in their children's strengths and accomplishments. Activities also aimed to enhance family pride and bicultural understanding and included constructing a family tree together, sharing family stories, and reflecting on familial and cultural strengths with other participants.
Implementation Fidelity and Quality
Several strategies were employed to maximize intervention fidelity and quality of implementation. 37 These strategies were intensive and spanned across research design, training of group leaders, and delivery, receipt and enactment of the intervention. Group leaders (GLs) were trained to lead either the parent or teen program in twoperson teams that were mixed gender as much as possible and linguistically matched to English or Spanish dominant families; 69% of GLs were of Latino origin and 65% were bilingual. GLs received a comprehensive program manual and 45 hours of pre-service training that focused on the intervention model (theory and specific intervention strategies), active learning methods, strategies to maximize participant attendance and engagement, cultural competence, and risk management. When intervention sessions began, GLs received weekly 3-hour trainings and 2 hour supervision sessions from a Ph.D. level clinician who had viewed videotapes of the previous week's sessions. GLs were tested on session content prior to each session and received a median score of 90% across all three cohorts. All program sessions were videotaped and coded for adherence by independent raters. Results indicated that 91% of adolescent and 88% of parent program components were delivered. Inter-rater agreement for adolescent and parent fidelity coding was 92% and 87%, respectively.
Bridges Control Condition
Parents and adolescents jointly attended a single 1.5 hour evening workshop that was conducted at the school on a different night and by different GLs than the intervention. GLs leading the workshop condition received 10 hours of pre-service training. Similar to the Bridges intervention condition, the workshop included both separate and combined parent and youth activities. Participants also received handouts on school resources, discussed barriers to school success, and developed their own family plan to support middle school success. However, in contrast to the 9-week intervention, the Bridges workshop did not teach specific youth or parenting skills.
It is important to note that families were told the Bridges 9-Week Program (intervention condition) and the Bridges Workshop (control condition) differed in format and length, but they each had similar goals to promote school success and keep teens on "the good path" ("el buen camino"). Although families understood the goals of the study and randomization requirements, both conditions offered a meaningful experience and at no point during recruitment, program delivery, or follow-up were workshop families led to believe they received an irrelevant program. The validity of this control condition was further supported by high program satisfaction ratings for the control workshop (mean=4.44, SD=. 52; 1=awful, 5=wonderful) that did not differ from satisfaction ratings for the 9-week program (mean=4.51, SD=.55).
